Mr A J T, aged 62. Retired sales manager History: Onset twenty years ago with a slightly pigmented area of skin in the right groin with gradual enlargement. A number of similar macular lesions have appeared on the back and lower abdomen over the past three years. Three years ago a myocardial infarction occurred, followed by an erythematous facial rash with periorbital cedema. Thereafter a persistent rash on the face, neck and upper chest gradually appeared associated with a diffuse fixed erythema over the elbows, knees and dorsum of the hands and forearms. General health is unimpaired, and in particular no muscle weakness, tenderness or dysphagia has occurred. On examination: A man of average build, the abnormal clinical signs being confined to the skin.
An area of skin 10 x 12 cm in the right inguinal region showed the typical features of poikiloderma -reticulate pigmentation, fine telangiectasia and atrophy (Fig 1) . Twelve slightly pigmented macular lesions 3-5 cm in diameter were scattered over the back of the trunk and lower abdomen (Fig 2) . There was no enlargement of lymph nodes, liver or spleen. A symmetrical, violaceous fixed erythema was present over the elbows, knees, dorsum of the feet, hands and forearms, with a non-pitting oedema of the extensor aspect of the forearms. Nail-fold changes of erythema and telangiectasia were present but were not marked. There were no Gottrons papules.
There were also scattered red urticaria-like plaques 1-2 cm in diameter over the neck and upper chest. Investigations: Skin histology: (1) The poikilodermatous area and the macular lesions on the back showed invasion of the slightly atrophic epidermis by numerous large atypical mononuclear cells containing abnormal chromatin with occasional Pautrier's abscess formation (Fig 3) .
(2) An erythematous plaque from the chest revealed cedema of the upper dermis with a high content of mucopolysaccharide (Steedman's alcian blue preparation). Epidermis normal.
Left deltoid muscle biopsy showed no evidence of myositis. Twenty-four-hour urinary excretion of creatine 140 mg (normal < 100) and creatinine 1-23 g (normal 1-2 g). Serum creatine phosphokinase 24 miu/ml (normal 0-50); serum aldolase 3 0 Sibley-Lehninger units (normal 3-8); SGOT 15 units; antinuclear factor negative; Hb 13-4 g/100 ml; WBC 4,400; normal differential; ESR 35 and 46 mm in 1 hour (Westergren).
The following investigations were normal: serum proteins, electrolytes, Wassermann reaction, VDRL, electromyogram of left deltoid and triceps muscles, chest X-ray, barium meal and follow through. This patient has had the characteristic skin manifestations of dermatomyositis for three years without significant myositis occurring. The elevated ESR and urinary creatine excretion suggest some muscle involvement which has not been revealed by the muscle enzyme and electromyographic studies, both of which were normal. Braverman (1970) comments that when skin markings precede myositis the interval is generally three to six months but may be as long as three years. We have records of a female patient in whom the skin manifestations of dermatomyositis developed at 45 years of age and have continued for five years; the only evidence of subclinical muscle involvement is a myopathic EMG recording from the deltoid muscle, the serum aldolase, creatine phosphokinase and SGOT values and the urinary creatine excretion being normal.
Jacobi first introduced the term poikiloderma atrophicans vasculare in 1906 to describe a spontaneously occurring skin condition characterized by reticulate pigmentation, telangiectasia and atrophy. He likened this to the features seen in a roentgen ray bum. His patient was a 30-year-old farmer who for four years preceding the onset of poikiloderma had had cedema and erythema of the face and eyelids, arthralgia and fatigue -features highly suggestive of dermatomyositis. Poikiloderma normally occurs in established or late dermatomyositis, whereas in the present case it preceded the dermatomyositis by at least fifteen years.
The histology of the poikilodermatous lesions revealed the features of mycosis fungoides with the formation of Pautrier's abscesses in the epidermis. The association of dermatomyositis with various malignant diseases, especially carcinoma of the ovary, breast and gastrointestinal tract and malignant disease of the reticulo-endothelial system, is well established (Dowling 1955) . Arundell et al. (1960) found that 50% of patients over 40 years of age with dermatomyositis had an associated malignant disease; two of their twelve patients had malignant lymphomas. In the present patient there was no evidence of any neoplastic disease other than mycosis fungoides. This is considered to be a malignant disease of the reticulo-endothelial system (Lever 1967 , Samman 1970 ) normally involving only the skin. As such, it seems possible that a mycosis fungoides evolving slowly over fifteen years may have given rise to dermatomyositis as occurs in other malignant lymphomatous conditions. This association, if real, is interesting as it has not previously been reported to my knowledge.
As neither condition is causing distress, no therapy has been given.
